with an abnormal visually evoked response.7 Our patient was extremely vague and initially neglected to report important pieces of information, including previous carotid surgery. This may be a manifestation of global cerebral ischemia due to carotid insufficiency.
The most common anterior segment signs are flare with minimal cellular activity, mid-dilated and poorly reactive pupil, rubeosis iridis and hypotony,6.s while the most common posterior segment signs are dilated, but not tortuous, retinal veins, narrowed retinal arteries, mid-peripheral retinal dot and blot haemorrhages, choroidal perfusion defects (best identified by fluorescein angiography) and the presence of a moderate number of cells within the vitreous.6-S Other relatively common signs include wedge-shaped areas of RPE atrophy due to peripheral capillary non-perfusion and / or infarction and both optic disc and pre-retinal neovascularisation?-ll The fluorescein angiographic features of OIS include slow choroidal filling with patchy filling defects,6.7.12 as well as delayed retinal vascular filling with a prolonged arterial-to-venous transit time.
It is well known that ischaemia leads to new blood vessel formation, most probably through the action of angiogenic factors which are released from ischaemic retina.13 These angiogenic factors can also induce development of choroidal new blood vessels in response to choroidal ischaemia.14 This mechanism would explain the CNVM observed in the current case. A second possibility is that choroidal infarctions occurred leaving chorioretinal scars and the observed CNVM occurred at the site of such a scar.
In summary, we have presented an unusual case of OIS complicated by the development of subfoveal CNVM. Thus ischaemia should be considered in the differential diagnosis of macular CNVM in young patients when other more common aetiologies such as multifocal focal inner choroiditis or punctate inner choroidopathy are not present. Corneal ectasiae are bilateral, typically identical, protrusions of the cornea. Pellucid marginal degeneration is manifested as a bilateral thinning of the inferior periphery of the cornea.1 This progressive corneal degeneration usually appears during the second to fourth decades and is characterised by a decrease in visual acuity, as a result of irregular astigmatism. We present a presumed surgically induced keratoglobus that developed in a patient with pellucid marginal degeneration.
Case report
A 39-year-old Caucasian woman suffered a contusion to her left eye at the age of 12 years. Subsequently she developed a cataract that was extracted through a superior limbal approach. After surgery, her corneas were found to be of normal shape and her corrected vision was 20/25 in both eyes. No family history of systemic or ocular disorders was obtained. The patient declined follow-up, and 27 years later she presented complaining of gradual decreased vision in both eyes.
The spectacle corrected visual acuity was 20 /80 in the left aphakic eye and 20/60 in the right eye. Keratometry readings were 51.5 dioptres at 600 and 45.5 dioptres at 1500 in the right eye, and were not obtainable in the left eye due to the high irregular astigmatism.
A band of clear avascular thinning was noted in the inferior periphery of the right cornea, with protrusion of the inferior corneal periphery (Fig. 1a) . Ultrasonic pachymetry in the thin inferior periphery was 0.242 mm (Fig. 2a) . No other pathology was observed.
Computerised corneal topography disclosed a horseshoe-shaped steepening of the lower half of the right cornea (Fig. Ib) , and an overall steepening of the left cornea (Fig. 2b) .
Comment
While keratoblobus is a congenital progressive corneal dystrophy, pellucid marginal degeneration is an The occurrence of various clinical forms of corneal ectasiae in the same patient may reflect the same pathophysiological process in different forms of corneal ectasiae. These processes may occur in different locations in the corneas, thereby causing different patterns of corneal protrusion. Keratoconic corneas demonstrated increased activity of collagenase6 ,7 and gelatinase.8,9 They exhibit higher levels of lysosomal enzymes -acid phosphatase, acid esterase and acid lipase -compared with normal corneas.lO The increased activity of these enzymes may result in decreased levels of aI-proteinase inhibitorl J and a2-macroglobulin, a major proteinase inhibitorY The surgical trauma to the left eye in our patient may have induced some inflammation, which might have triggered such activities, causing thinning of the upper corneal periphery in conjunction with thinning of the lower periphery. Our case and the others suggest that local factors are involved in the development of corneal ectasiae and may change the predetermined course of specific ectasia pattern. Anterior segment surgery such as cataract extraction may induce long-term unpredictable effects on such corneas. The late changes after cataract surgery differ from the acute changes that may occur during corneal refractive surgeries such as laser assisted in-situ keratomileusis and automated lamellar keratomileusis, in which corneal thinning is the cause of protrusion. To our knowledge only six of these tumours have been described as arising from the ciliary body?,4 In the clinical differential diagnosis of ciliary growths, apart from malignant melanomas, the following conditions arise: iris nevus, neuroepithelial tumours, leiomyoma, neurofibroma, cysts, foreign body granuloma, metastases, acquired staphylomas.
Case report
We report the case of a 28-year-old Caucasian woman in the third trimester of her pregnancy. She was referred from her optician for visual disturbances occurring in her left eye in the previous few weeks. Her general health was good and there was no family history of ocular or systemic disease; best corrected visual acuity was 6/4 in the right eye and 6/18 in the left eye.
She complained about the loss of the left temporal field of vision. This was the result of a spherical growth visible behind the lens on the medial side of the Ciliary body. Ectatic scleral vessels and signs of iris atrophy were apparent in the same sector; the anterior chamber was quiet. The tumour did transilluminate but appeared as a solid mass on both ultrasound and CT scan (Fig. 1,  above) . Intraocular pressures were within normal limits and the examination of the fellow eye was unremarkable.
To prevent complications for the fetus, which was almost at the end of gestation, a caesarean delivery was carried out on the assumption of an achromic malignant melanoma. She was offered excisional biopsy in a specialist centre, pOSSibly followed by radiotherapy and / or treatment with argon laser as an alternative to enucleation. As she opted for the latter, a liver ultrasound scan and chest radiograph were performed, which did not
